: Peripheral blood smear showed normocytic, normochromic red blood cells, severe thrombocytopenia and many hypolobated and hypogranular dysplastic neutrophils (yellow arrow) Myelodysplastic syndrome/ myeloproliferative neoplasm, unclassifiable; rare cause of granulocytic sarcoma: A diagnostic dilemma Editor, Granulocytic sarcoma (GS) is a tumor mass consisting of myeloid blasts with or without maturation occurring at extramedullary sites including skin, lymph nodes, gastrointestinal tract, bone, soft tissue and testis. [1] The correct diagnosis of GS is important for adequate therapy, which is often delayed because of a high misdiagnosis rate. [2] GS may occur de novo, or it may precede or coincide with acute myeloid leukemia (AML) or represent the acute blastic transformation of myelodysplastic syndrome (MDS), myeloproliferative neoplasm (MPN) or MDS/MPN. [3] A 48-year-old female presented with abdominal discomfort on the left side along with low-grade fever, pallor, weakness, nose bleeding off and on for 8 months. On examination, she had severe pallor. She also had generalized lymphadenopathy (largest being 4 cm × 4 cm), hepatomegaly (14 cm) and splenomegaly (14.8 cm). Complete blood count revealed hemoglobin 40 g/L, total leucocyte count (TLC) 57.6 × 10 9 /L, differential count showed neutrophils 82%, lymphocytes 9%, monocytes 1%, myelocytes 2%, metamyelocytes 3%, blast 3% and a platelet count of 8 × 10 9 /L. Peripheral blood smear [ Figure 1 ] revealed many hypolobated and hypogranular neutrophils. Biochemical parameters were within normal limits. Bone marrow aspirate showed hypercellularity with depressed erythropoiesis and myeloid proliferation. Dysplasia was observed in both myeloid and megakaryocytic lineages. There were 13% myeloperoxidase (MPO) positive blasts. Bone marrow biopsy showed 100% cellularity without significant fibrosis and increased megakaryocytes (the majority being hypolobated) [ Figure 2 ]. Cytogenetics revealed normal karyotype. Reverse transcription-polymerase chain reaction for BCR-ABL and JAK2V617F was negative. Considering the findings of myelodysplasia evidenced by refractory anemia with excess of blasts, prominent myeloproliferative features (high TLC with splenomegaly) and no BCR-ABL fusion gene or JAK2V617F mutation, a diagnosis of MDS/MPN-unclassifiable (MDS/MPN-U) was made. [4] Left inguinal lymph node biopsy showed effaced architecture by sheets of large cells with vesicular nuclei and prominent nucleoli [ Figure 3 ]. The immature cells expressed MPO, CD117 and CD34 suggestive of GS. Thus, a diagnosis of MDS/MPN-U with GS in the lymph node was made. She was planned for AML type of chemotherapy, but expired from intracranial hemorrhage before initiation of therapy.
The 2008 WHO classification of myeloid neoplasms defines MDS/MPN-U by the presence of clinical, laboratory and morphological features of one of the categories of MDS with prominent myeloproliferative features without any preceding history of an underlying MDS or MPN and absence of Philadelphia chromosome. [4] In a review of MDS/MPN-U by DiNardo et al., [5] 92% patients were above the age of 60 years, and 35% had splenomegaly at presentation. The majority had diploid cytogenetics (49%). Of 56 patients with known JAK2 status, 30% harbored the mutation. The patient in the present study, a 48-year-old female, had a normal karyotype and absent BCR-ABL and JAK2V617F mutation. Bakst et al. [6] treated extramedullary AML patients with standard AML induction and postremission therapy with good outcomes. Present patient, however, could not be treated as she expired of intracranial hemorrhage before therapy initiation. 
Immunoglobulin A gammopathy on serum electrophoresis: A diagnostic conundrum
Editor, A 62-year-old female presented to oral health sciences department with a complaint of gradually progressive swelling in right lower jaw near the molar teeth region along with dyspepsia and body aches for 3 months. On examination, a clinical suspicion of giant cell tumor versus Brown's tumor was suggested. Serum parathyroid hormone levels were elevated (135 ng/ml; normal 15-65 ng/ml). Sestamibi parathyroid scintigraphy did not reveal any parathyroid lesion. Orthopantomogram revealed multiple lytic lesions in left ramus and right angle of the mandible. Fine needle aspiration from the swelling showed plasmacytoma. A tissue biopsy confirmed the diagnosis of plasmacytoma. Bone marrow examination showed 9% plasma cells, the majority being immature forms. Hemogram revealed mild anemia. Serum creatinine, electrolytes, total protein (TP), and albumin: globulin ratio were within the normal limits.
Serum protein electrophoresis (SPEP) showed a prominent M band in the gamma region and a faint discrete band in the beta region [ Figure 1 .Ia and 1.Ib]. Immunofixation electrophoresis (IFE) showed single discrete band in immunoglobulin A (IgA) heavy chain lane [ Figure 1 .Ic] corresponding with the level of "faint" band seen in TP electrophoresis and an intense band in kappa
